A 2 year and 1 month old child presented with repeated vomiting and colicky abdominal pain for 6 hours. Bowel opening the day before was normal. The patient did not have fever. Physical examination showed generalised abdominal tenderness. A longitudinal mass over right paraumbilical region was detected. Sonographic examination of the abdomen was performed (Figures 1a and 1b 
Discussion
Intussusception is one of the most common causes of acute abdomen in infancy, which usually occurs in children between 6 months and 2 years of age. 1 Signs and symptoms of intussusception include abdominal pain, bloody stool, a palpable abdominal mass and diarrhoea. 2, 3 Classic clinical triad includes acute abdominal pain, currant-jelly stool or hematochezia and a palpable abdominal mass, which is present only in less than 50% of patients.
1,2 Moreover, the variable presenting symptoms and the inability to obtain a reliable history from the patients may result in dismissal or delay in diagnosis, leading to increased risk of bowel obstruction and necrosis. 1, 3 Therefore, diagnostic tools are required for the diagnosis of this emergent condition.
Traditionally, plain radiograph is the first imaging performed when there is clinical suspicion of intussusceptoin. 1 However, it has a poor sensitivity (45%). 3 Ultrasound, on the other hand, has a high sensitivity of up to 100%.
1,2,4 Several sonographic findings of intussusception have been described, including pseudokidney sign, doughnut sign, and those more characteristic findings, including multiple concentric ring sign and crescent-in-doughnut sign (axial scan) and sandwich sign and hayfork sign (longitudinal scan). 1 These sonographic findings are the results on the different components of the intussusception, including the hyperechoic mesentery and hypoechoic intussusceptum, lymph node and blood vessels. 2 Color Doppler ultrasound may also have a role in estimating the reducibility of an intussusception and in predicting bowel ischaemia. 2, 4 Therefore, thorough knowledge of the ultrasound features characteristic of intussusception is very helpful in accurate diagnosis of this common paediatric abdominal emergency. 1, 2 Surgical treatment of an intussusception is usually indicated only (1) if there is shock; (2) if lead points or necrosis or perforation is present; (3) if the intussusception is irreducible. 1 Up to 90% of childhood cases are actually idiopathic without demonstrable anatomic abnormality as a lead point except hypertrophied lymphoid tissue.
1,2 Pathologic lead points, including Meckel's diverticulum, duplication cyst, polyps, etc, occur most frequently in those patients younger than 3 months and older than 3 years. 1, 2 Therefore, surgery is not required for managing the underlying pathologic lead points in most patients. When there are no high risk features at clinical examination and ultrasound, enema reduction (by using barium or water soluble contrast, air or saline solution) should be attempted first. 
